In some patients with small abdominal aortic aneurysms, an attitude of “watchful waiting” may result in loss of suitability for endovascular repair  by Paraskevas, Kosmas I.
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August 2011598 Letters to the Editorletter.2 We fully agree that establishing an autogenous access in the
upper arm for most older patients is more likely to be successful
due to better skin condition and soft tissue coverage of the outflow
vein cannulation sites, in addition to the other points we made in
our article. Although Lazarides et al1 and colleagues used quota-
tion marks to indicate the wording from our article as a point of
disagreement, their quotation is not correct, and we disagree with
their interpretation of our article.
The stated objective of our article was to review our arterio-
venous fistula (AVF) access experience in patients aged65 years.
During the evaluation of every new access patient from all age
groups, we consider a radiocephalic AVF when feasible (emphasis
added). Importantly, as the text continues, our article states:
We find that many [emphasis added] older patients have
thinning and fragile forearm skin and soft tissue in addi-
tion to years of forearm intravenous access and venipunc-
tures. We feel selecting the upper arm cephalic vein as the
targeted AVF outflow vein leads to prompt maturation
and successful cannulation in most [emphasis added] of
these patients.
We describe this preference for upper arm AVFs in most older
patients throughout the article. The “Results” section reports that
only 29 of the 461 patients (6.3%) reported in our study of patients
aged 65 years had radiocephalic (forearm) fistulas. We pointed
out—and discussed—that in a large majority of these older indi-
viduals, we targeted upper arm access sites. We further emphasized
in the “Discussion” section of our article that:
We observed that many of our older patients have thin-
ning and fragile skin changes in the forearm consistent
with chronic sun exposure, in addition to poor forearm
veins with multiple intravenous infusion and cannulation
sites. These patients were best served by construction of
an AVF with upper arm access sites. In older and more
fragile patients, we most often construct PRA (proximal
radial artery) AVFs with venous outflow limited to the
upper arm cephalic vein. . .
In addition to reviewing our vascular access experience and
outcomes in older patients, we compared those patency rates with
the rates found in our younger patients. AVF patency rates in our
patients were not statistically different from those in the elderly and
nonelderly populations. This accurately described the findings
from the analysis of our vascular access database. There was no
analysis or mix-up of distal and proximal AVFs. We concluded that
carefully selected autogenous access procedures offer safe and
reliable vascular access in older patients.
We do not feel that readers will misinterpret our data, analysis,
discussion, and conclusions, as suggested by Lazarides et al, with
the mistaken impression paraphrased in their letter, that “a distal
AVF at the wrist is the ideal first-choice access for all categories of
elderly patients with end-stage renal disease.” We reviewed our
experience with radiocephalic AVFs in a previous report referenced
in our article, noting that careful patient selection is the key
element for a successful forearm access.3 We noted that most
individuals in our practice were not good candidates for radioce-
phalic AVFs and agree with Lazarides et al that this is particularly
important in older patients.
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n some patients with small abdominal aortic
neurysms, an attitude of “watchful waiting” may
esult in loss of suitability for endovascular repair
The treatment of abdominal aortic aneurysms (AAAs) has
ndergone “a profound and sustained paradigm shift.”1 Endovas-
ular AAA repair (EVAR) is now used for the treatment of most
AAs.1 Because of the lower perioperative mortality associated
ith EVAR, some have suggested the current size threshold for
lective AAA repair may need to be lowered in certain circum-
tances.2,3 The arguments supporting this are a severalfold higher
eriprocedural mortality associated with EVAR with increasing
atient age, a decrease in suitability for EVAR with increasing AAA
ize, and lower reintervention rates with smaller AAAs treated with
VAR.2,3
One recent study supported the position that the current
.5-cm threshold for elective AAA repair does not need to be
owered in the endovascular era.4 An AAA size of 57 mm measured
n computed tomography imaging best predicted the suitability
or EVAR: 84.7% if smaller, 63.2% if larger.4 These results can be
nterpreted differently depending on one’s point of view. All AAAs
4.0 cm were suitable for EVAR.4 However, the suitability rate for
AAs sized 4.0 to 4.5 cm was85%, whereas for AAAs sized 4.5 to
.0 cm, the same percentage was 80%.4 Therefore, one in every five
AAs sized 4.5 to 5.0 cm was already not suitable for EVAR.
A similar conclusion was reached in the recently published
omparison of Surveillance Versus Aortic Endografting for Small
neurysm Repair (CAESAR) multicenter trial.5 In CAESAR, 360
atients with an AAA sized 4.1 to 5.4 cm were randomly assigned
o EVAR (n 182) or surveillance (n 178). In the AAAs under
urveillance, the estimated probability of receiving delayed repair
as 59.7% at 36 months and 84.5% at 54 months. A subgroup
nalysis for AAAs sized 5.0 to 5.5 cm showed that the cumulative
robability to require repair was 90.0% at 36 months and as high as
5.6% at 54 months. Nevertheless, 16.4% of the patients with small
AAs under surveillance could not undergo EVAR at 36 months
ue to changes in the AAA morphology, mainly in the proximal
ortic neck. As the authors reported:
Because about 60% of aneurysms grow to require repair
after less than 3 years, the option of anticipated endovas-
cular treatment with low operative risk might be offered
to selected patients with small AAAs Anticipated repair
might be a choice particularly for patients with larger AAA
size at baseline (5.0 cm) as 90% of these will undergo
repair within 36 months . . . at 36 months, one of six
patients under surveillance will have changes in aneurysm
morphology, mainly related to changes in the proximal
aortic neck, not allowing delayed EVAR.5
Thus, for some patients, an attitude of “watchful waiting” may
esult in loss of AAA suitability for EVAR. By using criteria other
han just AAA diameter (eg, age, general condition, and life
xpectancy of the patient), it may be reasonable to consider the
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Volume 54, Number 2 Letters to the Editor 599performance of EVAR for specific patient subgroups with smaller
AAAs.
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